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With increasing chronic diseases, the use of home care is rising in the world. Home care in Iran hasmany challenges and to improve
that, we should identify the challenges and barriers of home care. The aim of this study was to identify and explore the barriers
of home care in Iran. This is a qualitative study with content analysis approach that was conducted in Iran in 2015. Fourteen key
informants comprising health policymakers, faculty members, nurses, and physicians as well as patients and families engaged in
home care purposefully participated in this study. Data was obtained using face-to-face semistructured interviews. A focus group
discussion was also used to complete the findings. Graneheim and Lundman’s approach was used for analysis of data and Lincoln
and Guba’s criteria were used to confirm the trustworthiness of study’s findings. The data were divided into three main categories
and eight subcategories. Main categories included treatment-based approach in the healthcare system, cultural dimensions, and
the lack of adequate infrastructure. A position for home care in the healthcare system, considering cultural dimensions in Iranian
society and providing an appropriate infrastructure, can be beneficial to improve the situation of home care services in Iran.
1. Introduction
The prevalence of chronic diseases is rising in the world [1];
in 2008 over 57 million deaths occurred in the world where
36 million of them were related to the chronic disease. In
Iran, 39500 deaths occurred and 76% of themwere due to the
chronic diseases in 2014 [2]. With considering the important
role of community and families in themanagement of chronic
diseases [3], health system in the world has shifted from
hospital-based care to community-based care in the last two
decades [4].
Home care is a community-based method in the delivery
of health services [5], and delivering health services at home
can help to reduce the costs, hospital complications, and
length of hospitalization [6]. Health systems spend most
of their funding on hospitalization and physicians’ visit in
some countries, that is, about 50% of their total healthcare
budget [7].Many studies showed that home care can decrease
the costs as well as promote independence for patients [5].
Patients also prefer to stay in their homes while receiving
their healthcare services [8, 9]. Home care services vary from
primary to advance services as well as rehabilitation [8] and
are delivered differently, in different parts of the world [10, 11].
Because of the numerous benefits of home care such as com-
prehensive service, control of chronic disease, reducing the
costs, minimizing the need for hospitalization, engagement
of the community, and increase in patient satisfaction, home
care has a special position in today’s world [12]. For the effec-
tive use of numerous advantages of the home care, identifying
barriers and challenges in the home care is essential. In some
studies a number of challenges and barriers in home care
have been identified in which caring for people with various
religions and cultures is one of them [13]. InMarkkanen et al.’s
study [14], in Massachusetts, home care had many challenges
and barriers such as workload, transportation problems, lack
of information about family culture, job insecurity, unknown
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home environment for care providers, low salary, shortage
of equipment, and lack of qualified staff among workforce.
Genet et al.’s study [10] in Europe shows that home care
is different at the international level in regard to general
policies, rules and regulations, instructions, payment style,
insurance coverage, and target population. Iran is one of
the crowded countries in the Middle East [15] that provides
health services in general, private, and charity levels.The reg-
ulations governing the establishment of counseling centers
and nursing care at home in Iran were approved in 2004,
but, at the current time, there is no adequate information
about situation of agencies that provide home care, quality of
home care services provided, and barriers and challenges in
the home care [16]. The aim of this study was to identify and
explore the barriers of home care services in Iran.
2. Methods
This is qualitative research study with conventional content
analysis approach.
2.1. Settings and Participants. This study was conducted in
Iran in 2015. Fourteen individuals including healthcare pol-
icymakers, faculty members, nurses, and physicians engaged
in the delivery of home care services as well as patients who
were receiving home care and their families participated in
the study. Participants were selected through purposive sam-
pling. The criteria for participation were to have experience
and engagement in the delivery or management of home care
for at least one year.
2.2. Data Collection. Data were collected by semistructured
face-to-face and focus group interviews with the participants
[17]. Before each interview, the researcher contacted the
participants to set a convenient time, date, and the place
for the interviews. To enrich the findings, two face-to-face
interviews were held with three of the participants and, in
total, 17 interviews were conducted. Moreover, in addition to
the individual interviews, one focus group interview was also
held to further enrich the findings. Ten people participated
in the focus group, six people were from the group who
participated in the individual interviews, and four people
were new cases. The participants in the study were asked
several questions regarding home care in Iran such as how is
home care in Iran?What are the barriers of home care in Iran?
Moreover, pointed questions, such as please explain more
and can you bring an example, were asked to complete the
findings. Interviews lasted for 35–45 minutes and the length
of the focus group meeting was 40 minutes. The sampling
was continued until reaching data saturation and obtaining
no new data from the interviews [18]. All of the interviews
were recorded by digital device. Collection and analysis of
data were done simultaneously.
2.3. Analysis. Graneheim and Lundman’s content analysis
approach was used for analysis of data [19]. Therefore, in this
study, after each interview, a transcript of the interview was
written and studied several times in order to extract the pri-
mary codes. The primary codes that were similar in terms of
the meaning and concept were sorted in categories according
to their similarities. Finally, latent meanings emerged from
the data.
2.4. Trustworthiness. Lincoln and Guba’s criteria of credibil-
ity, dependability, and conformability were used to confirm
the trustworthiness of study’s findings [20]. Researchers
tried to have prolonged relationship with participants in
order to gain their trust which could help to obtain honest
information from them. Emerging primary codes from the
interviews were returned to the participants in order to
determine whether our findings confirm their viewpoints
and if the codes were inconsistent with their viewpoints,
they were corrected. Two faculty members specializing in
qualitative research also helped to approve the final codes.
Then, the approved codes were divided into main categories
and subcategories. Moreover, in this study an attempt has
been made to find suitable participants who had a maximum
variation of age, gender, working position, expertise, and
work experience.
2.5. Ethical Considerations. Ethics Committee of TehranUni-
versity of Medical Sciences, Tehran, Iran, has also approved
this study. Code of ethical approval is IR.TUMS.REC.1394.
175. All of the participants were informed about the aim
and method of the study. Moreover, they were informed that
participation in the study is voluntary and they can leave the
study at any time. They were assured about confidentiality
of their information and management of data anonymously.
Finally, written informed consent was obtained from all
participants.
3. Results
Nine males and five females with the mean age of 41 ± 7.1 and
the mean work experience of 18 ± 3.6 years participated in
the study. In this study, 927 codes were generated which were
divided into three main categories and eight subcategories
(Table 1). Main categories and subcategories are explained as
follows (Table 1).
3.1. Treatment-Based Approach in Health System. The first
main category of the study was treatment-based approach.
Health system in Iran has a treatment-based approach and
prevention comes second. Therefore, the priority of health
system is to provide and increase the number of beds in hos-
pitals. Community-based care and home care do not have any
position in Iran’s health system.Thismain category consists of
three subcategories including one-dimensional management
in the health system, prioritization of hospital care over
community-based care, and emphasis on the treatment rather
than prevention in the education system.
3.1.1. One-Dimensional Management in the Health System.
According to our participants, one-dimensionalmanagement
in the health system is a barrier in home care. Most of the
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Table 1: Barriers of home care in Iran.
Treatment-based approach in health system
One-dimensional management in health system
Priority of hospital services over community services
Defect in the education system
Cultural dimensions Community distrust to nonphysician expertsDefect in the safety of care providers and families
Infrastructure problems
Lack of insurance coverage
Absence of executive protocols
Defect in the interdisciplinary cooperation
officials in Iran’s health system are specialized physicians and
they think home care is a threat to their income.
. . .managers in the health system are physicians
and they think this program is in conflict with
their interests. . .(p 5). . . .Because of the doctor
dominant health system, policymakers have a neg-
ative attitude towards home care. . .(p 5). . . .at the
current time, one percent of specialists refer their
patient to me for home care services. . .. (p 5)
3.1.2. Prioritization of Hospital Services over the Community
Services. The study findings highlighted the increase of treat-
ment centers in Iran’s health system. Most of the nurses and
physicians employed in the treatment centers are practicing
in the secondary levels of prevention. Home care does not
have any position in Iran’s health system.
. . .Health system of Iran waits for people to get
sick and then treat them. . .(p 4). . . .prevention at
primary level is excellent, but we have to leave the
primary level because of urgency in the secondary
level. . .. (p 4)
3.1.3. Defect in the Education System. According to our par-
ticipants, education system is not efficient in training health-
care professionals capable of delivering home care services.
Medical and nursing graduates are unable to provide off-
hospital services.
. . .nurses working in hospital are unable to pro-
vide home care services independently. . .(p 1).
. . .nurses in our colleges get trained for bedside
care, whereas home care service is different. . .. (p
2)
3.2. Cultural Dimensions. Culture is the sum of behaviors,
beliefs, values, and symbols of a group of people. People’s
culture is considered as one of the most effective elements
in home care. Home care takes effect from lifestyle, attitude,
beliefs, and viewpoint of the community. This main category
consists of two subcategories including distrust of commu-
nity towards nonphysician experts and defect in the safety of
healthcare providers and families.
3.2.1. Distrust of Community towards Nonphysician Experts.
According to our participants, negative viewpoint of the
community and their distrust towards nurses are considered
as one of the barriers in home care delivery.
. . .our people’ perception of a nurse is someone
who inject ampules and that is all. . .(p 2). . . .why
position of nurses is so low in my country?
People have more trust towards nurses in hospi-
tals (because of the presence of physicians) than
nurses who work alone in the community. . .(p
2). . . .families also prefer to receive care from
physicians. . .. (p 1)
3.2.2. Defect in the Safety of Care Providers and Families.
According to our participants, one of the barriers in home
care delivery was the lack of safety and security for care
providers and families. Participants expressed that the care
providers enter their personal space without predetermined
planning.
. . .nurses that entered into patients’ homes for
care delivery, were worried about an assault
to their privacy. . .who is responsible about this
problem?. . .. (p 1)
3.3. Infrastructure Problems. Some factors are necessary for
achieving goals and success and survival of a program
depends on them. Interpretation of data showed that, for the
success of home care service, insurance coverage, execution
of protocols, and interprofessional and intersectional coop-
eration have important roles. This main category consists
of three subcategories including lack of insurance coverage,
absence of clear executive protocols, and defect in the
interdisciplinary cooperation.
3.3.1. Lack of Insurance Coverage. According to our partic-
ipants, home care was an expensive service and was not
covered by public insurance. Most of the participants
expressed that insurance coverage has a key role in the success
of home care program.
. . .health insurance is a civil right for people, but
does not cover home care services in Iran. . .(p 2).
. . .if insurance cover some of the costs, people don’t
shift towards the informal agents. . .. (p 5)
3.3.2. Absence of Executive Protocol. Interpretation of data
showed that there is no clear instruction for assessment,
categorization of patients, payments, salaries, estimate of
costs, and determining the competency and qualification
of care providers in the home care system. Participants
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expressed that protocols can help to solve the problems
between nurses and home care centers and promote the
quality of services and patients satisfaction.
. . .It isn’t any framework for us. . .about costs,
incomes, cares. . .(p 7). . . .we categorize patients
ourselves, and don’t have any instruction for
that. . .. (p 6)
3.3.3. Defect in the Interdisciplinary Cooperation. According
to our participants, providing and promoting healthcare is a
responsibility of all social organizations. Yet, Iran’s healthcare
system is unable to provide that. They also expressed that
interprofessional and intersectional cooperation are essential
in home care.
. . .nurses delivering home care need to counsel a
physician. . .(p 3). . . .Municipal and security police
can facilitate home care. . .. (p 12)
4. Discussion
Study’s findings revealed that factors such as treatment-based
health system, cultural factors, and absence of infrastructure
are the most important barriers in the delivery of an effective
home care in Iran. The findings of this study showed that
healthcare system in Iran has the physician-based manage-
ment; healthcare system reform is necessary [21]. According
to WHO, physician-based management is considered as one
of the threats in the health system of Iran [22]. Findings
also showed that, in the health system of Iran, hospital-
based services are more preferred than community-based
services which have no position in Iran’s healthcare system.
While, with the change in the demographic characteristics,
authorities in the world are forced to use community-based
care [23], most of the European countries have considered
home care as a priority in their health system [10] and have
decentralized home care management and policy [21, 24]. In
Iran, high statistics of chronic diseases [2] are in favor of
necessary reform in the health system [21, 25, 26]. Changing
the health system from treatment-based to community-based
and the use of successful models and experiences of other
countries can help to improve home care in Iran.
One of the barriers in home care was the lack of qualified
staff capable of delivering home care services. In Iran the
purpose of curriculum in nursing schools is to train nurses
with community viewpoint [27], but the graduates in this
field do not have sufficient professional attitude and skills
to provide services in the community [28], whereas, in the
developed countries, volunteer nurses for home care services
must be trained for 3 to 4 years and should be recertified
during their work [29]. In Denmark nurses graduating from
college after 3 to 5 years of training are able to perform tasks
such as assessment, planning, prevention, and treatment of
all patients [29]. But in Iran the majority of nursing schools
train their students for hospital-based services [28]. With a
change in the trend of diseases [2] and a move from hospital-
to community-based care [30], it is necessary that curriculum
of healthcare education should also change in Iran.
The findings also showed that cultural dimensions were
one of the barriers in Iran’s home care. Cultural qualification
is considered as one of the pillars in the nursing care and
care providers should consider every patient as a unique
individual [31]. Many studies show that if care providers
become familiar with the language and tradition of the
clients, cooperation between them is better [32]. On the
other hand, cultural heterogeneity between provider and
client can cause care provider to pay more attention towards
physical dimension and psychological dimension of clients is
neglected [33]. However, very few researches have been con-
ducted regarding the cultural competency in the world [34].
Inadequate awareness about the cultural needs of the people
is a factor for misunderstanding in the interaction between
care provider and clients [35]. Providers should gain adequate
knowledge about the culture of clients for a better interaction
[36, 37]. In this study, one of the cultural factors was distrust
to nonphysician staff. Similarly, findings of the study showed
that people were more interested to receive service from
physicians [34, 38], while nonphysician staffwere also capable
of providing the same services for patients [39]. According to
WHO if a health systemwants tomeet the health needs of the
community, it has to use nurses andmidwives [40].Therefore,
it is necessary to explain to the community the important role
of the nurses in providing healthcare services at home.
The findings of this study indicated that one of the barri-
ers in home care is the lack of adequate safety and security
for care providers and families. Violence and instability of
patients and their families were also one of the challenges in
the home care [41]. Home care is delivered in an environment
that physical andmental hazards exist [14] and providersmay
even be at risk of other hazards such as needle stick injury and
contagious diseases [42].Therefore, it is necessary that health
authorities look for ways to solve these issues.
Findings in this study showed that another barrier in
home care was the absence of an appropriate infrastructure.
WHO emphasizes that public should be covered by universal
insurance and even uses the universal health coverage (UHC)
term for that [21]. According to some studies, home care
services are covered by insurance in themajority of developed
countries [10], whereasWHO’s report indicated that Iranians
paid more than 88% of their healthcare costs from their own
pocket in 2013 [10, 43]. Thus, any decrease in the healthcare
costs can encourage people to use home care services. Yet, the
lack of insurance coverage for home care services has caused
people to seek home care from unofficial sources [43]. Cover-
age of home care services by insurance can lead to a regulated
home care and encourages people to use home care services.
Findings in this study revealed that one of the important
barriers of home carewas the absence of executive instruction
in the recruitment of healthcare staff, disproportionality
between care provider and client, and lack of clear estimate
of the services’ costs. Some of the developed countries
have specific protocols for their home care services [44–47],
and clients’ needs and service costs are assessed by these
protocols [48]. Some other countries have national guidelines
for informal providers to deliver elementary services [48].
Therefore, providing appropriate instructions and guidelines
can help to improve Iran’s home care services.
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Findings in this study showed that another barrier of
home care services was ineffective interdisciplinary coopera-
tion. According toWHO’s report, one of the threats for health
systems is weakness in the intersectional cooperation [5],
while interprofessional cooperation in the home care helps
to promote quality of life, social and physical activities [49],
and safety of clients [50]. Majority of developed countries are
using the capacities of municipalities for home care services
[10]. Cooperation and coordination between hospitals and
community healthcare teams can also lead to a reduction
of readmission and promote the quality of services. This
program is used in the majority of European countries; for
example, in Finland, municipalities in every region can have
access to patients’ record electronically in order to facilitate
continuation of their care at home [29]. Therefore, reinforce-
ment of interprofessional and intersectional cooperation such
as cooperation between health centers andmunicipalities can
help to promote healthcare services.
One of the limitations in this study was the lack of infor-
mation about home care in Iran’s healthcare system. Even pol-
icymakers and healthcare professionals engaged in the deliv-
ery of home care were unfamiliar with the dimensions of
home care in Iran. This study has been conducted by qual-
itative method; therefore, the findings of this study do not
have the ability to be generalized to other communities.
More researches in this field are recommended to reveal all
dimensions of home care in Iran.
5. Conclusion
This study concludes that a position for home care in Iran’s
healthcare system, considering cultural dimensions in the
Iranian society and providing an appropriate infrastructure
such as insurance coverage, designing an executive instruc-
tion, and reinforcement of interdisciplinary cooperation, can
be helpful for the improvement of home care in Iran.
Competing Interests
The authors declare that they have no competing interests.
Acknowledgments
This study was part of a Ph.D. thesis and was approved
and funded by the Research Center of Tehran University of
Medical Sciences, Tehran, Iran. The authors would like to
profusely thank all individuals who supported and helped to
conduct this study.
References
[1] N. Genet, M. Kroneman, and W. G. W. Boerma, “Explaining
governmental involvement in home care across Europe: an
international comparative study,” Health Policy, vol. 110, no. 1,
pp. 84–93, 2013.
[2] World Health Organization,Noncommunicable Diseases (NCD)
Country Profiles. Germany, WHO, 2014, http://www.who.int/
nmh/countries/deu en.pdf.
[3] N. Xiao, Q. Long, X. Tang, and S. Tang, “A community-based
approach to non-communicable chronic disease management
within a context of advancing universal health coverage in
China: progress and challenges,” BMC Public Health, vol. 14,
supplement 2, p. S2, 2014.
[4] New York City Health and Hospitals Corporation, 2010, http://
www.nyc.gov/html/hhc/downloads/pdf/hhc-road-ahead-re-
port.pdf.
[5] L. Kok, C. Berden, and K. Sadiraj, “Costs and benefits of home
care for the elderly versus residential care: a comparison using
propensity scores,” European Journal of Health Economics, vol.
16, no. 2, pp. 119–131, 2015.
[6] T. C. Cheng and C. C. Lo, “Racial disparities in access to needed
child welfare services and worker–client engagement,” Children
and Youth Services Review, vol. 34, no. 9, pp. 1624–1632, 2012.
[7] Healthcare statistics—Statistics Explained—Europa.eu, August
2015, http://ec.europa.eu/eurostat/statistics-explained/index
.php/Healthcare statistics.
[8] B. H. Davis and M. K. Smith, “Developing culturally diverse
direct caregivers for care work with older adults: challengesand
potential strategies,” The Journal of Continuing Education in
Nursing, vol. 44, no. 1, pp. 22–30, 2013.
[9] J. B. Averill, “Priorities for action in a rural older adults study,”
Family & Community Health, vol. 35, no. 4, pp. 358–372, 2012.
[10] N. Genet, W. G. Boerma, D. S. Kringos et al., “Home care in
Europe: a systematic literature review,” BMC Health Services
Research, vol. 11, no. 1, article 207, 2011.
[11] T. Rostgaard, “Quality reforms inDanish home care—balancing
between standardisation and individualisation,”Health& Social
Care in the Community, vol. 20, no. 3, pp. 247–254, 2012.
[12] K. Grunden, “Evaluation of the use of videoconferences for
healthcare planning,” Health Informatics Journal, vol. 7, no. 2,
pp. 71–80, 2001.
[13] J. Suurmond, D. L. Rosenmo¨ller, H. el Mesbahi, M. Lamkad-
dem, and M.-L. Essink-Bot, “Barriers in access to home care
services among ethnic minority and Dutch elderly-a qualitative
study,” International Journal of Nursing Studies, vol. 54, pp. 23–
35, 2016.
[14] P. Markkanen, M. Quinn, C. Galligan, S. Chalupka, L. Davis,
and A. Laramie, “There’s no place like home: a qualitative
study of the working conditions of home health care providers,”
Journal of Occupational and Environmental Medicine, vol. 49,
no. 3, pp. 327–337, 2007.
[15] WHO, Iran (Islamic Republic of Iran), http://www.who.int/
country/irn/en.
[16] R. Safdari, M. Alizadeh, M. Mohamadiazar, F. Sharifi, and H.
Fakhrzadeh, “Comprative study of home care programe in Iran
with other development countries,” Iranian Journal of Diabetes
and Metabolism, vol. 13, no. 6, pp. 439–446, 2014.
[17] H.-F. Hsieh and S. E. Shannon, “Three approaches to qualitative
content analysis,” Qualitative Health Research, vol. 15, no. 9, pp.
1277–1288, 2005.
[18] H. S. Speziale, H. J. Streubert, and D. R. Carpenter, Qualitative
Research in Nursing. Advancing the Humanistic Imperative,
Lippincott Williams &Wilkins, 2011.
[19] U.H.Graneheim andB. Lundman, “Qualitative content analysis
in nursing research: concepts, procedures and measures to
achieve trustworthiness,” Nurse Education Today, vol. 24, no. 2,
pp. 105–112, 2004.
[20] D. F. Polit and C. T. Beck, Essentials of Nursing Research:
Appraising Evidence for Nursing Practice, LippincottWilliams &
Wilkins, Philadelphia, Pa, USA, 2013.
6 Scientifica
[21] M. Eskandari, A. Abbaszadeh, and F. Borhani, “The outcomes
of health care process in Iran’s rural society,” Iranian Journal
of Nursing and Midwifery Research, vol. 18, no. 5, pp. 384–390,
2013.
[22] C. Van Campen and I. B. Woittiez, “Client demands and the
allocation of home care in the Netherlands. Amultinomial logit
model of client types, care needs and referrals,” Health Policy,
vol. 64, no. 2, pp. 229–241, 2003.
[23] OECDPublishing,HelpWanted? Providing andPaying for Long-
Term Care. From the European Commission, OECD Publishing,
2011, https://www.oecd.org/els/health-systems/47836116.pdf.
[24] N. Genet, W. Boerma, M. Kroneman, A. Hutchinson, and R. B.
Saltman, Eds.,Home Care Across Europe, Current Structure and
Future Challenges, World Health Organization, Oslo, Norway,
2012, http://www.euro.who.int/ data/assets/pdf file/0008/
181799/e96757.pdf.
[25] K. Shadpour, “Health sector reform in Islamic Republic of Iran,”
Hakim Research Journal, vol. 9, no. 3, pp. 1–18, 2006.
[26] M. Z. Baygi, H. Seyedin, M. Salehi, and M. J. Sirizi, “Structural
and contextual dimensions of Iranian primary health care
system at local level,” Iranian Red Crescent Medical Journal, vol.
17, no. 1, Article ID e17222, 2015.
[27] H. K. Moonaghi, A. Heydari, A. Taghipour, and E.-H. Ildar-
abadi, “Challenges of community health nursing education in
Iran,” International Journal of Community Based Nursing and
Midwifery, vol. 1, no. 1, pp. 62–68, 2013.
[28] M. Mozafari and A. Delpisheh, Community Oriented Nursing
Education, Gouyesh, Ilam, Iran, 2004.
[29] Home Care Across Europe, Current Structure and Future
Challenges, World Health Organization, Oslo, Norway, 2012,
http://www.euro.who.int/ data/assets/pdf file/0008/181799/
e96757.pdf.
[30] Searching for status family physician in Iran, September 2015
(Persian), http://ino.ir/lahijan/tabid/1470/articleType/Article-
View/articleId/6852/language/fa-IR/-----.aspx.
[31] A. M. Grady, “Enhancing cultural competency in home care
nurses caring for Hispanic/Latino patients,” Home Healthcare
Nurse, vol. 32, no. 1, pp. 24–30, 2014.
[32] J. A. Pare´s-Avila, M. C. Sobralske, and J. R. Katz, “No com-
prendo: practice considerations when caring for Latinos with
limited English proficiency in the United States health care
system,” Hispanic Health Care International, vol. 9, no. 4, pp.
159–167, 2011.
[33] F. Meddings and M. Haith-Cooper, “Culture and communica-
tion in ethically appropriate care,” Nursing Ethics, vol. 15, no. 1,
pp. 52–61, 2008.
[34] L. Woerner, J. Espinosa, S. Bourne, M. O’Toole, and G. L.
Ingersoll, “Project ¡E´XITO!: success through diversity and
universality for outcomes improvement among Hispanic home
care patients,”Nursing Outlook, vol. 57, no. 5, pp. 266–273, 2009.
[35] P.Momeni,M. Jirwe, andA. Emami, “Enabling nursing students
to become culturally competent-a documentary analysis of cur-
ricula in all Swedish nursing programs,” Scandinavian Journal of
Caring Sciences, vol. 22, no. 4, pp. 499–506, 2008.
[36] M. Hearnden, “Coping with differences in culture and commu-
nication in health care,”Nursing Standard, vol. 23, no. 11, pp. 49–
58, 2008.
[37] P. Petroulias, L. Groesbeck, and F. L. Wilson, “Providing cul-
turally competent care in home infusion nursing,” Journal of
Infusion Nursing, vol. 36, no. 2, pp. 108–114, 2013.
[38] J. S. Litt andM. C. McCormick, “Care coordination, the family-
centered medical home, and functional disability among chil-
dren with special health care needs,” Academic Pediatrics, vol.
15, no. 2, pp. 185–190, 2015.
[39] D. O. Abegunde, B. Shengelia, A. Luyten et al., “Can non-
physician health-care workers assess and manage cardiovascu-
lar risk in primary care?” Bulletin of the World Health Organ-
ization, vol. 85, no. 6, pp. 432–440, 2007.
[40] K. Baron, A. Hodgson, and C. Walshe, “Evaluation of an ad-
vance care planning education programme for nursing homes:
a Longitudinal study,” Nurse Education Today, vol. 35, no. 5, pp.
689–695, 2015.
[41] H. T. Pane Seifert, E.M. Z. Farmer, H. R.Wagner, L. T.Maultsby,
and B. J. Burns, “Patterns of maltreatment and diagnosis across
levels of care in group homes,” Child Abuse & Neglect, vol. 42,
pp. 72–83, 2015.
[42] J. M. Dement, C. Epling, T. Østbye, L. A. Pompeii, and D. L.
Hunt, “Blood and body fluid exposure risks among health care
workers: results from the Duke health and safety surveillance
system,” American Journal of Industrial Medicine, vol. 46, no. 6,
pp. 637–648, 2004.
[43] V. Timonen, J. Convery, and S. Cahill, “Care revolutions in the
making? A comparison of cash-for-care programmes in four
European countries,” Ageing and Society, vol. 26, no. 3, pp. 455–
474, 2006.
[44] M. Stuart and E. B. Hansen, “Danish home care policy and the
family: implications for the United States,” Journal of Aging &
Social Policy, vol. 18, no. 3-4, pp. 27–42, 2006.
[45] M. Roelands, H. Van Oyen, A. Depoorter, F. Baro, and P. Van
Oost, “Are cognitive impairment and depressive mood associ-
ated with increased service utilisation in community-dwelling
elderly people?” Health and Social Care in the Community, vol.
11, no. 1, pp. 1–9, 2003.
[46] R. So¨derlund, “The role of information and communication
technology in home services: telecare does not satisfy the needs
of the elderly,”Health Informatics Journal, vol. 10, no. 2, pp. 127–
137, 2004.
[47] C. Van Campen and E. Van Gameren, “Eligibility for long-term
care in The Netherlands: development of a decision support
system,” Health & Social Care in the Community, vol. 13, no. 4,
pp. 287–296, 2005.
[48] B. le Bihan and C. Martin, “A comparative case study of care
systems for frail elderly people: Germany, Spain, France, Italy,
UnitedKingdomand Sweden,” Social Policy andAdministration,
vol. 40, no. 1, pp. 26–46, 2006.
[49] M. Markle-Reid, C. Orridge, R. Weir et al., “Interprofessional
stroke rehabilitation for stroke survivors using home care,”
Canadian Journal of Neurological Sciences, vol. 38, no. 2, pp. 317–
334, 2011.
[50] H. Aljadhey, M. A. Mahmoud, M. A. Hassali et al., “Challenges
to and the future of medication safety in Saudi Arabia: a qual-
itative study,” Saudi Pharmaceutical Journal, vol. 22, no. 4, pp.
326–332, 2014.



















































 Computational and  
Mathematical Methods 
in Medicine
Ophthalmology
Journal of
Hindawi Publishing Corporation
http://www.hindawi.com Volume 2014
Diabetes Research
Journal of
Hindawi Publishing Corporation
http://www.hindawi.com Volume 2014
Hindawi Publishing Corporation
http://www.hindawi.com Volume 2014
Research and Treatment
AIDS
Hindawi Publishing Corporation
http://www.hindawi.com Volume 2014
Gastroenterology 
Research and Practice
Hindawi Publishing Corporation
http://www.hindawi.com Volume 2014
Parkinson’s 
Disease
Evidence-Based 
Complementary and 
Alternative Medicine
Volume 2014
Hindawi Publishing Corporation
http://www.hindawi.com
